Introduction
In Illness as metaphor -an essay in which Susan Sontag (1933 Sontag ( -2004 gathered distinct cognitive and emotional perceptions that lead to diseases -, it is evident that the illness-metaphor is already another metaphor in itself: it is the metaphor of an always inopportune death, i.e. (id est) a mors intempestiva. The fact that the expression "morte tempestiva" [meaning a "timely death"] is not used in Portuguese bears witness to such metaphor. Jacques Pohier points out that the same occurred in the French language, which only kept the Latin adjective intempestivus, but not its opposite, tempestivus, in the sense of arriving at a desired time. Therefore, mors tempestiva would be: death arriving at the right moment, in the right measure. 1 "It happens as if as human beings, we were willing to do anything to avoid recognizing death as a normal and natural event; as if such recognition caused an exceedingly severe wound in the image we seek to cultivate of ourselves and of the human condition. This wound deeply 'disenchants ' us". 2 If in the recent past, people avoided speaking about death, even if by metaphors, it is certain that one never spoke as much about dying as in recent decades. Not because life lost its primacy for medicine, law, philosophy and religion, but because after we set standards of human dignity based on the reflections that emerged from World War II, and introduced the concept of human rights in the universal mind frame of individual rights guarantees, postmodernity as put forward by Bioethics has allowed us to reflect seriously on death and dying. 3 In spite of the philosophical controversy around the expression 'postmodernity', we consider the period of renewal and innovation of the past four decades as such. This period brought to the scene not only the opportunity, but also the need to expand the discussion on the right to life in order to include the right to a dignified death, which is also a fundamental right. We can say the foremost right postmodernity has rescued is the right to autonomy, i.e. (id est) to self-determination; the right to determine one's own dying is a mere consequence of this rescue. "The antagonism between technical and human values, which characterized medicine in the early decades of the 20 th century, is disappearing. The explicit acknowledgment of the human capacity to decide about one's biological destiny started to occupy its due place in modern democratic and pluralist societies". 4 If anyone can take a man's life -if no one can take a man's death, because all paths lead us to it (5) -, then a question must be answered: -Is there a fundamental right to immortality? If the answer is yes, then the State must create mechanisms against death. If the answer is no, then we must see death as the only certainty of human consciousness. In this case, living and dying will be instants of one and the same right: the right to autonomy.
The word autonomy, from Greek autos (from oneself) and nomos (rule, authority or law) was incorporated to biomedicine in the 1970s -we take the In the draft report of June 3, 1976 for the Commission's 19 th Meetingheld on June 11-13, 1976, the principle of respect for persons was rather "surprisingly" treated as principle of autonomy, and the new concept was approved by the Commission. 10 In the search for a formula to specify the meaning of each of these principles, Michael Yesley -also member of the Commission -presented a schema of individual guidelines in which the principle of respect for persons applied to guidelines of informed consent; the principle of beneficence applied to the guidelines of risk-benefit assessment; and the principle of justice applied to the guidelines of selection of subjects. 11
As a guideline for informed consent, the principle of respect to persons was not originally conceived as an instrument of protection against risks, but as a guarantee of autonomy and personal dignity. As such, it was meant to include the dignity of individuals incapable of making autonomous decisions, which needed the informed consent of legal representatives.
As we know nowadays, the Belmont Report not only influenced biomedical research relations, but also had an impact on the relations between health professionals and patients. These relations had been previously built based on a paternalistic model and were affected not only by the principle of autonomy, but also by all other principles (beneficence and justice), including the non-maleficence principle (primus non nocere; first, do no harm), which was incorporated to the other principles by the influence of Beauchamp and Childress' book, Principles of Biomedical Ethics, written simultaneously with the Commission's work.
The principle of autonomy had a direct effect on the previous physician-10 BEAUCHAMP, Tom L., idem.
11 BEAUCHAMP, Tom L., ibidem. medical treatments in general, when a recovery is expected. Thus, both terms are contiguous and it is not necessary to distinguish among them. 13 We adopt advance directives, which can materialize in at least four different ways: by written public notice at a registry office; by written statement in private document, at best with notarized signature; by declaring to one's assistant physician, with a written report on the medical record and the patient's signature; or, if the patient is incapable, with two witnesses. In any case, a personal attorney can be appointed to make decisions not provided for in the directives. The Civil Code also allows appointing a curator for an ailing person:
Article 1,780. At request of the ill or physically disabled person, or if none of the persons mentioned by article 1,768 are capable of doing so, a curator can be assigned to manage his or her dealings or property as a whole or in part. The right to live has actually been considered by the Catholic Church in the Declaration on Euthanasia: "(…) some people speak of a 'right to die', which is an expression that does not mean the right to procure death either by one's own hand or by means of someone else, as one pleases, but rather the right to die peacefully with human and Christian dignity". 14 Also in the Declaration on Euthanasia, Pope John Paul II affirmed:
When inevitable death is imminent in spite of the means used, it is permitted in conscience to take the decision to refuse forms of treatment that would only secure a precarious and burdensome prolongation of life, so long as the normal care due to the sick person in similar cases is not interrupted. In such circumstances the physician has no reason to reproach himself with failing to help the person in danger. 15 However, the permissibility of refusing extraordinary treatment measures was already mentioned in the speeches of Pope Pius XII since February 24, 1957: Natural reason and Christian morality say that man (…) has the right and the duty, in case of grave illness, to take the measures necessary to conserve life and health. (…) But usually the obligation is limited to the use of ordinary means (according to the circumstances of person, place, era and culture), that is to say, means which impose no extraordinary burden on either oneself or another. A more severe obligation would be too heavy for most men, and would render the acquisition of more important higher goods too difficult. Life, health, all temporal activity, are, after all, subordinate to spiritual ends.
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Brazil's legal system guarantees the right to live and, within its apparent contradiction, does not formally recognize the right to die. As a consequence of this fact, juridical doctrine has mistakenly stated that such a right does not exist.
Living life autonomously is a "potestative" right, which can be exercised without the acquiescence of others; no one needs another person's license to live his or her own life.
This reasoning does not preclude a reassessment of the right to live, which, as a "potestative" right, can only be renounced by its holder. If it could not be renounced, it would not be a right but a duty: the duty to live. As a duty to live, it would have different juridical consequences vis-á-vis the presently known consequences, ranging from punishment of suicide attempts to the prohibition of radical sports and risky activities in general. This could lead to a mechanization of life beyond life, with the imposition of unhuman and degrading treatments to ill persons, known as dysthanasia or therapeutic obstinacy.
The (absence of) individual freedom in the "Ancient City"
The notion of individual liberty was not a result of the ancient State.
Fustel de Coulanges (1830-1889) (The Ancient City: A Study on the Religion, Laws, and Institutions of Greece and Rome. 1874 edition) pointed out that religion -which stood at the origin of the State -and the State -which, on its turn, sustained religion -supported each other mutually and formed one single body. These two interlinked powers constituted a superhuman force that subdued both body and soul. It is a basic mistake to believe that man in the Ancient City was free. Man did not even have a slight conception of freedom and did not judge himself capable of holding rights before the city and its gods.
And even with the change in the system of government, from monarchy to aristocracy and to democracy, man had not yet attained true freedom, that is, individual freedom. Nothing in man was independent. His body belonged to the State and was meant to defend it. In the Ancient City, man never stopped being a slave of the State.
In such historical context, death was demarcated by the supreme hand of the State, which neither accepted interferences in its resolves, nor recognized the right to die. In Greece, for instance, "an individual could not kill himself without the community's previous consent, given that suicide was a blow against the community structure. Suicide was politically or judicially condemned. Customary burial practices were denied to an individual who committed clandestine suicide, while one's hand was amputated from the corpse and buried apart. On its turn, the State had the power to disallow or authorize a suicide, as well as to induce it. Socrates, for instance, was forced to For Canon Law, we are not owners but trustees of the life God has bestowed on us; thus, we cannot dispose of it. In this line of reasoning, the Council of Arles (452) Christianity removed the State's supremacy over man and propagated the separation between State and religion. Christ himself taught that his kingdom was not from this world and added: "Render unto Caesar the things that are Caesar's, and unto God the things that are God's". Traditionally cited as a symbol of distributive justice, this expression was actually uttered in another context. Caesar was still the supreme pontiff, the chief and the leading institution of Roman religion, the guardian and interpreter of beliefs who held cult and dogma in his hands. With these words, Christ broke through the previous alliance that linked earthly and divine realms, proclaiming that religion was no longer the State, and that obedience to Caesar was no longer the same thing as obedience to God. 20 Even if for Judaism and Christianity, only God can decide on death and dying, secular States certainly cannot adopt religious positions to limit individual freedom. Yet, these are the issues that reach our days and stand at the basis of the universal discussions regarding the right to die and the ways of exercising and expressing it.
History of Resolution CFM 1,805/2006
In Brazil, the end-of-life issue has appeared in several act projects both DECIDES: Article 1. A physician is allowed to restrict or suspend procedures and treatments that prolong the life of an ill person in the terminal stage of a serious and incurable disease, provided that the physician is respecting the will of the patient or his/her legal representative. Article 2. The ill person will continue receiving all necessary care in order to alleviate the symptoms that produce suffering. The provision of comprehensive care will be secured, along with physical, psychic, social and spiritual comfort, including the right to discharge. 1975, p. 182-5. According to this resolution, a physician is allowed to restrict or suspend procedures and treatments that may prolong a patient's life at the terminal stage of serious and incurable diseases, while securing the necessary care to alleviate the symptoms that produce suffering, from the perspective of comprehensive care, provided that the physician is respecting the will of the patient or of his/her legal representative. The public suit was dealt with according to the regular procedures. At the end, the federal Public Prosecutor's Office, represented by another Public Prosecutor, concluded that its proposal was mistaken and that:
1) The Federal Council of Medicine had the competence to issue Resolution CFM 1,805/2006, which does not regard criminal law, but, instead, medical ethics and disciplinary consequences in case of non-compliance; 2) Orthotanasia is not a homicide when interpreted in the light of the Criminal Code under the Federal Constitution; 3) Resolution CFM 1,805/2006 did not determine any significant modification in the daily routine of physicians assisting terminal patients; therefore, it did not lead to any harmful effect described in the public suit; 4) Resolution CFM 1,805/2006 encourages physicians to describe adopted and not adopted procedures with precision in relation to terminal patients, to increase transparency regarding procedures and the possibility of further control of medical activities.
On December 1 st , 2010, the same Federal Judge of the 14 th Court rejected the civil suit and revoked the preliminary injunction.
The sentence was judged. Resolution 1,805/2006 is now in effect and led to a unique situation in the world: the right to a dignified death, orthotanasia or suspension of therapeutic efforts was recognized in our juridical system by a federal judge's sentence with an erga omnes effect. This means the decision is valid in the entire national territory and has the force of a federal act approved by the National Congress (House of Representatives and Senate). A physician is forbidden to: Article 41. Abbreviate a patient's life, even at the request of the patient or his / her legal representative. Single paragraph. In cases of incurable and terminal diseases, the physician must provide all available palliative care without trying useless or obstinate diagnostic or therapeutic actions. Physicians must always consider the patient's express will or, in cases of patient's inability, the will of his/her legal representative.
Advance directives
The same process repeated itself when the Federal Council of Medicine approved Resolution CFM 1,995/12, which institutes advance directives.
Advance directives are defined as the patient's previously expressed wish regarding the provision of care and treatments he or she wants or not to receive in case of becoming incapable of freely and autonomously expressing one's will.
Article 1. Defines advance directives as the set of wishes previously and expressly manifested by the patient regarding the provision of care and treatment he or she wishes or not to receive in case of becoming incapable of freely and autonomously expressing his or her will. Article 2. When deciding about the type of care and treatment for a patient incapable of communicating or expressing his or her will in a free and independent way, the physician shall consider the patient's advance directives. Paragraph 1. If the patient has appointed a representative to this end, his or her information will be considered by the physician. Paragraph 2. The physician will not consider advance directives of a patient's or legal representative's wish if they disagree, in the physician's evaluation, with the Code of Medical Ethics' precepts. Paragraph 3. A patient's advance directives will prevail over any other non-medical opinion, including the wishes of relatives. Paragraph 4. The physician will report in the medical record in case of advance directives directly communicated by the patient to him or her. Paragraph 5. If the advance directives of a patient's wish are not known, if no representative has been assigned and no relatives are available, or in case of lack of consensus among relatives, the physician will resort to the Bioethics Committee of the institution, or, in its absence, to the hospital's Commission of Medical Ethics, or to the Regional and Federal Council of Medicine, to substantiate his or her decision regarding ethical conflicts, whenever he or she evaluates that such measure is necessary and convenient.
The Federal Public Prosecutor's Office presented a new public suit challenging Resolution CFM 1,995/2012. Again, the Judiciary ruled that this regulation does not contain any illegal or unconstitutional aspect. The decision now has an erga omnes effect.
FINAL REMARKS
Brazil is not the only country where the Right to Die is regulated, albeit in a restrained way, by a judicial decision. In Colombia, the first legally authorized euthanasia took place on July 3, 2015 after a Constitutional Court decision with erga omnes effect.
In Canada the Supreme Court recently struck down a ban on helping patients to die; its ruling will take effect next year.
In Argentina, Supreme Court allowed doctors to withdraw the patient life-sustaining treatment on July 7, 2015. The right to refuse treatment applies equally to withholding therapy that might be offered, such as cardiopulmonary resuscitation, and to withdrawing therapy that is already underway, such as artificial hydration, nutrition, and ventilation.
The Argentinian Supreme Court ruled the right to die with dignity based on the ethical principle of autonomy or self-determination. The patient has the right to choose, including where the deathbed will be placed, and to be left alone with family at that time. The Argentinian patient died from "natural causes", just four hours after de judicial decision.
But was in Colombia, the first Colombian patient and, also, the first Latin American citizen to have the right to euthanasia.
The first sentence of Colombia's Constitutional Court (C-239, of 1997) held that the fundamental right to live with dignity also implies the fundamental right to die with dignity. On December 15, 2014, the Constitutional Court secured the right to euthanasia for patients with incurable and terminal diseases that generate intense pain, providing that this final procedure must be authorized by the patient's free, informed and unequivocal consent. Swiftness: the right to die with dignity cannot be temporarily suspended, thus imposing excessive anguish to the patient. This right must be swift, quick and without excessive ritualism that could set the patient apart from enjoying this right.
Opportunity: in connection with swiftness, opportunity implies that the patient's wish must be immediately fulfilled without excessive prolongation of suffering, to the point of allowing death with the pain one intended to avoid. Social Welfare regulated the right to die with dignity. The right was formally secured to a patient with advanced cancer of the throat, who died on July 3, 2015, and became a relevant step so that other countries and, particularly, Brazil, may also secure the right to a dignified death.
